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ABSTRACT 
Paediatric nurses manage fevers in hospitalised children daily, a complex practice. This study 
identified varied decision making criteria and inconsistent practice influenced by many 
external variables. Nurses perform a comprehensive assessment to make an informed 
decision. However, factors influencing their practice include medical orders, the child’s 
temperament, a history of febrile convulsions, parental requests, colleagues and ward norms. 
Nurses have a ‘temperature’ at which they consider a child febrile (37.2°C to 39.0°C) and 
many reported a ‘temperature’ at which they administered antipyretics (37.5°C to 39.0°C). 
Antipyretics were administered to febrile children for pain relief, irritability, at parents’ 
request and to settle a child for the night. Administration was reported to be higher during the 
day and evening shifts, at medication rounds and when the ward is busy. At night, nurses are 
reluctant to waken a sleeping febrile child, preferring to observe them. Recommendations to 
promote consistent fever management practices are included.  
Key words: fever management, nurse, child, antipyretic, febrile convulsion  
 
Introduction 
 
This paper reports the results obtained during focused group discussions with paediatric 
nurses working in two medical wards of a major metropolitan paediatric teaching hospital in 
Australia. The focus of the discussions was fever management practices and decision-making 
criteria utilised when administering antipyretic medications. These discussions formed the 
third and final phase of a major study examining the knowledge, attitudes and practices of 
registered nurses (nurses) in fever management of hospitalised children.   
 
Fever management is an integral aspect of the paediatric nurses’ role yet there is a dearth of 
literature, particularly Australian, discussing nurses’ management of febrile children or their 
perception of their responsibilities when managing fevers of febrile hospitalised children. The 
international literature in this area is controversial. For the past two decades, many have 
argued the risks and benefits of fever and antipyretic use in fever management. For example, 
Keagle (1999) defines the febrile state as greater than 38.3°C, Chuna et al. (1984) advises 
that only fevers greater than 38.9°C are significant and Lorin (1994) advocates treating only 
fevers greater than 40°C. However, in the absence of nursing guidelines for fever 
management Thomas (1996) recommends nurses administer antipyretics for fevers greater 
than 38.3°C.  
 
Temperature recording is an important nursing action in fever management. Medical officers 
use these recordings to determine the nature of illness and observe children’s cardiovascular 
response to fever. In 1984, Chuna et al. (1984) reported that in most hospitals an elevated 
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temperature evoked an antipyretic response based on the belief that reducing fever will 
somehow benefit the patient. In a paediatric setting, nurses’ fear of and attempts to prevent 
febrile convulsions further encourages this response (Thomas et al. 1994; Blumenthal, 2000). 
Antipyretics alter the pattern of fever causing diagnostic confusion and temperatures can 
overshoot the normal range resulting in a compensatory hypothalmic response and a new 
fever spike equal or greater than the initial temperature (Cunha et al.). Their use has also been 
associated with prolonging illness, for example, increased recovery time from measles and 
chicken pox (Schmitt, 1991) and increased viral shedding from rhinovirus (Graham et al. 
1990). With the controversy in the international literature and lack of Australian literature it 
is timely that an investigation of nurses’ practices and decision-making criteria in the 
management of fever in children hospitalised be undertaken.  
 
To address this gap in the Australian literature a three phased study was undertaken. During 
the first phases, a retrospective chart audit, a number of interesting and unexplained practices 
were discovered. The mean temperature associated with antipyretic administration was 
38.34°C (SD 1.02, range 35.9°C to 40.8°C). More frequent use of antipyretics occurred 
during the daytime and temperatures were recorded more frequently during the night. 
Antipyretic administration and mean temperatures followed a similar pattern, in general, 
excepting at 0800 and 1600 hours when antipyretic administration was high and mean 
temperatures were low. Rationales for antipyretic administration were not routinely recorded 
in charts raising questions about decision making criteria nurses use when managing fever 
(Edwards et al. 2000).  
 
Phase 2, a survey of 51 paediatric nurses’ knowledge, attitudes and practices in fever 
management, identified that 86% of nurses’ believed it was important to treat fever 
aggressively to prevent febrile convulsions, particularly in children with a history of febrile 
convulsions (84%). Fifty-four percent of nurses believed febrile convulsions generally occur 
within the first 24 hours of an illness and that antipyretics have minimal effect in preventing 
them (50%). Some nurses’ believed temperature alone was an indication for antipyretic 
administration (39%) and many identified fever phobia in parents (90%) and nurses (56%) 
(Edwards et al. 2001). The third phase of the study was to explore issues raised from the 
results of phases 1 and 2. These issues included nurses’ practices and decision making criteria 
in fever management, rationales for differences in fever management practices by time of day 
and ways to improve fever management and record keeping in children hospitalised for a 
febrile illness.     
 
Aims of the study 
The aims of the study were to: 
1. Identify nurses’ practices and decision-making criteria regarding fever management in 
children hospitalised for a febrile medical illness, 
2. Explain differences in antipyretic administration by time of day and 
3. Identify ways to improve nurses’ fever management and record keeping practices in fever 
management. 
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METHOD  
Study design 
A qualitative study utilising focused group discussion was undertaken. 
 
Focus groups 
 
Focus groups are used in qualitative research to collect data about feelings and opinions (Polit 
& Hungler, 1999). They enable the researcher to develop an understanding of the perceptions, 
beliefs, attitudes and experiences of a homogenous group and to explore the context in which 
these were formed (Krueger, 1994). Focus groups produce credible, valid information and are 
becoming increasingly popular in health research  (Polit & Hungler; Morrison-Beedy et al. 
2001). A moderator guides the discussion according to a written set of questions and group 
processes are used to enable people to explore and clarify their views. Focus groups are a 
suitable method of qualitative inquiry to follow-up a questionnaire study, to explain, amplify 
and illuminate quantitative data in order to arrive at a better understanding of the reasons 
behind the results (Kahn et al. 1991; Krueger, 1994; Stevens, 1996).  
 
Sample 
All Level 1 and Level 2 nurses currently working in the two purposively selected medical 
wards in a major metropolitan paediatric teaching hospital in one state in Australia were 
invited to attend one of three focused group discussions. Level 1 nurses provide direct care 
for specific patient populations, whereas Level 2 nurses have additional clinical 
responsibilities, (eg., orientation and preceptorship of new staff, staff development and 
research) as part of their responsibilities (ANRAC, 1990). Focus group discussions were 
conducted over a two-week period in the overlap period when both morning and evening staff 
were present on the ward.  
 
Focus group questions 
An interview guide with open-ended questions was developed from the literature together 
with results from an earlier retrospective chart audit and survey conducted in earlier phases of 
the study (Jansson et al. 2001). Group discussions were guided by the developed questions 
and a copy of these questions was given to each participant before commencement of the 
discussion. The focus of the questions moved from general to specific with more sensitive 
questions, relating to the fever management practices discovered during the chart audit, 
toward the end of the discussion (Morrison-Beedy et al. 2001). These foci are presented in 
Table 1. Probing questions were asked where necessary to deepen, further develop or clarify 
responses. The moderator, the fifth author, a paediatric nurse was familiar with both the topic 
and group processes (Morrison-Beedy et al.).  
Insert Table 1 about here 
 
Procedure 
Nurse Practice Coordinators, responsible for managing ward nursing staff, were approached 
first and invited to release staff from clinical duties to participate in the study. Posters 
advertising the discussion groups were displayed in both wards and interested nurses who 
wished to voluntarily participate were released from clinical responsibilities in order to 
attend. The same procedure was followed for each discussion and all discussions were held 
away from the ward environment in a private room. They were audio-taped and 
simultaneously recorded verbatim by a qualified data reporter. Participants were assured that 
the data collected would not be linked back to individuals or wards, their anonymity would be 
maintained and all data would be treated confidentially. Prior to discussions informed consent 
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was obtained from all participants along with some demographic information. To stimulate 
discussion, nurses were asked to report (on the demographic sheet) the temperature at which 
they considered a child febrile and at which they would administer an antipyretic to a febrile 
child.  
 
Ethical approval 
Ethical approval was obtained from both the participating hospital and university human 
research ethics committee. 
 
Data Collection, Entry and Analyses 
Data were coded and analysed for major and minor themes. The purpose of the study, to 
clarify issues arising from the previous two phases of the study, guided the data analysis with 
attention to the impact of the group setting (Carey & Smith, 1994). Initially transcripts were 
read straight through to gain a sense of the data. Following this major themes were identified, 
grouped together and critically analysed. Minor themes were then developed, grouped under 
major themes and analysed. Finally the themes were put together and analysed as a whole 
(Jansson et al. 2001). The text was initially analysed by the moderator and this analysis 
confirmed by two team members, paediatric nurses.  
 
RESULTS 
Themes 
A number of factors influencing nurses’ fever management practices and the decision making 
criteria utilised were identified. Rationales for different antipyretic administration practices at 
different times of the day were explored and nurses identified ways to improve their practices 
in fever management and recording these practices. These major and minor themes are 
displayed in Table 2.  
Insert Table 2 about here. 
 
Demographics  
Fifteen female registered nurses (nurses), 14 employed in a Level 1 and one in a Level 2 
position attended the focused group discussions. Ages ranged from 22 to 46 with a mean of 
29.27 years (SD = 7.26). There were similar numbers of single (53.3%) and married/defacto 
(46.6%) participants. The majority (66.7%) worked full time and the remainder part-time 
(33.3%). Twenty percent either held or were undertaking a paediatric certificate and nearly 
half (40%) had more than 5 years paediatric experience. Four nurses had less than 1 year 
(26.7%) and a similar number between 1 and 4 years (33.3%) paediatric experience. The 
highest qualification most frequently reported was diploma/degree by 73.3%, with 13.4% 
holding higher degrees. Participants had been employed in their current position for less than 
1 year (33.3%), between 1 and 4 years (46.6%) and 5 or more years (20%). From the prompt 
questions, it was found that the range in temperature where nurses considered a child febrile 
varied greatly from 37.2°C to 39°C with a mean of 38.3°C (SD 0.52). Most nurses (93%) 
identified the temperature at which they would generally administer an antipyretic. This 
ranged from 37.5°C to 39°C (mean 38.31°C; SD 0.39). Some nurses had no ‘set’ temperature 
for antipyretic administration. They believed it to be dependent upon the individual child and 
the child’s response to the illness.  
 
Practices and decision making criteria in fever management  
Individualised assessment 
Fever management is individualised and dependent upon the particular child. The majority of 
nurses included the following in their nursing assessment: medical diagnosis, immediate 
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medical history, recent illnesses, medical treatment orders, previous febrile convulsion, prior 
temperature recordings, nursing observations, child’s healthiness (eg., happy, playing, crying, 
irritable) and current temperature. Other decision making criteria included attitudes toward 
the use of non-pharmacological measures and beliefs in parent education. Practices differed 
following this comprehensive assessment and although nurses generally agreed that 
Paracetamol does not necessarily dissipate all fever it should be administered for 
temperatures over 38.5°C even when children are happy and playing. 
 
Nursing practices  
Nursing practices following assessment were dependent on individual attitudes toward fever 
and fever management and could include any of the following: 
♦ administering Paracetamol for temperatures above 38.5°C; 
♦ observing children with temperatures between 38.5°C to 39°C, but, administering 
Paracetamol to children with a lower temperature if they are miserable, upset or in pain; 
♦ withholding Paracetamol for temperature of 38.5°C, unless there was a pattern of rapidly 
rising temperatures, eg., from 38.5°C to 40°C within an hour;  
♦ observing the temperature regularly if a febrile child is asleep and otherwise 
asymptomatic; 
♦ using non-pharmacological measures first, eg., removing warm clothing, cold drink, 
sponging, fans; 
♦ withholding Paracetamol unless the child is irritable, unwell and/or has a history of febrile 
convulsions and/or 
♦ administering an alternative antipyretic (eg., Nurofen) if Paracetamol has been ineffective 
in lowering the temperature. 
 
Antipyretic administration 
Children who are, or appear to be, in pain, are irritable and/or have not settled when non-
pharmacological comforting measures have been attempted, are given Paracetamol to reduce 
their pain or irritability and to comfort/settle them. Comforting measures practiced include a 
nappy change, a bottle and/or a cuddle. For some nurses there was no ‘set’ temperature, they 
assess the child and if the child is febrile but otherwise happy they do not administer an 
antipyretic. However, for most nurses there is a temperature above which they would 
administer an antipyretic, irrespective of the child’s demeanour. This temperature ranged 
from 37.5°C to 39.0°C, highlighting observed differences in practice. As one nurse 
explained: 
 
Like, if the child is happy and playing and that and for me, like if it’s under 38.5, then I 
wouldn’t. But if it goes above 38.5 I would probably still give Panadol even if the child was 
happy. But below that, as long as the child was happy and drinking, then no, I wouldn’t act 
on it. But, if the child was irritable and you tried, you know, cuddles and a bottle and that 
then – and it was below the 38.5 – then, yeah, I would be giving Panadol then more for the 
irritability than the fever itself. 
 
However, some nurses routinely administer Paracetamol, a practice observed in both new and 
experienced nurses.  
 
Of course, there are other nurses that run straight for the Panadol.  You are always going to 
get that…. 
 
 
 6 
Non-pharmacological measures  
Most commonly reported non-pharmacological measures included removing blankets and 
warm clothing and preventing parents cuddling the child for long periods.  Parents observing 
these practices and those participating in fever management education are informed of the 
need to cover the child if they have rigours. Other techniques included the use of using a cool 
washer on the forehead, wrists and other cooling areas, but not the whole body. Tepid baths 
were not used. One experienced nurse used cool drinks, to cool children from the inside.  
 
Sometimes like the washer on the forehead. I wouldn’t sponge the whole body and I’ve seen 
people put children into a bath and them having a convulsion because the temperature did 
drop so quickly, once they are immersed into the water like that. 
 
Fans and tepid sponging were recommended by some. However, others argued against their 
effectiveness citing recent research. Parental requests are taken into consideration in the use 
of non-pharmacological measures. 
 
Parent education  
Fever management education is ad hoc and dependent on individual nursing practice. Parents 
of children who have had a febrile convulsion receive, on admission, an educational handout 
explaining what to do if their child were to have another febrile convulsion. Some nurses also 
educate parents about their fever management practices and perceive this education an 
effective time management practice. Parents are then not continually questioning nurses 
about their fever management practices. However, parents of other febrile children do not 
routinely/generally receive any fever management education. Nurses acknowledged that they 
were the primary care givers most accessible to the parents and did feel parent education was 
their responsibility. 
 
Influencing factors  
There are numerous external influences on nurses’ fever management practices. These 
influences can be so great they alter nurses’ practices in particular situations, irrespective of 
their beliefs and the decision making criteria they routinely use in fever management. 
Influences on practice include parental, medical officers, the individual child, colleagues, past 
experience and ward norms. Many inconsistent practices in fever management could be 
explained through these influences.  
 
Parental influence 
There are some significant pressures on nurses to administer antipyretics. Some parents insist 
on Paracetamol administration at their discretion and some others demand administration 4th 
hourly. As one nurse commented: 
 
Sometimes they (parents) are not happy unless you also give them Panadol. 
 
Some parents will say to you “ I want Panadol every four hours.” Even if the child is not 
febrile, just for pain or something. 
 
Medical influence 
At times the medical staff order antipyretic administration 4th hourly for the first 24 hours in 
the ward. Sometimes they request that antipyretics be withheld as they mask the underlying 
symptoms and pattern of the fever. 
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Because some medical staff don’t like giving Panadol because it masks the symptoms, the 
underlying symptoms of the child. Where I came from (previously worked in another 
hospital), one of our medical staff didn’t like Panadol being used.  
 
Nurses also reported if they believed the child required an antipyretic, they would nurse-
initiate it or request an obliging medical officer to write up an order. 
 
Influences of the individual child 
The child’s temperament can deter antipyretic administration for some nurses. With an 
uncooperative, eg., screaming, spitting and/or a vomiting child, nurses may be reluctant to 
administer either oral or rectal antipyretics. Others stated that children and adults should be 
offered the same nursing care. If an adult were sick and miserable, nurses would offer them 
an antipyretic/analgesics. Why should children receive different care?  
 
Colleagues influence  
Collaboration with colleagues is, to some extent, essential as all medications must be checked 
by two registered nurses. During this interaction the nurse intending to administer an 
antipyretic generally justifies the planned action. Nurses also collaborate on the best method 
to administer medications and how to overcome difficulties in medication administration in 
particular children.  
 
Some nurses comply with parental request and administer an antipyretic. This can create 
conflict and difficulties for other nurses working in the area would who prefer to observe the 
child and adds another dimension to decision making. In these situations, nurses’ strategies 
include parental fever management education and collaboration with medical staff in parent 
education. As one nurse commented: 
 
If I strongly objected to what the parents were saying then I would discuss it with them and if 
I didn’t come up with a solution that I was satisfied with then I would say “ This is why we do 
this.” And then, maybe the doctors might be able to come and back you up, just so that 
you’ve got – they’ve got, you know, a varied opinion that, “ Yes your child” or “ Your child 
does not need Panadol.” Because I think parents need to be informed that you can’t give 
Paracetamol long term and there are side effects and sometimes the parents don’t know 
about the liver damage you can get with the prolonged use of Panadol and things like that.  
 
Influence of experience - paediatric 
Nurses who have recently graduated or are new to the clinical area (new nurses) were aware 
of different fever management practices displayed by experienced paediatric nurses. These 
new nurses were concerned about febrile convulsions and were more likely to seek advice 
from colleagues, medical staff and the child’s chart and less likely to use their own judgement 
or use parents as referents. As one new nurse commented: 
I don’t think I personally would use the parents. No, probably because my background is not 
dealing with the parents.  
 
Influence of experience - nurses as parents  
Interestingly, nurses who are parents have one set of fever management practices at home and 
another at work. When discussing parental fever phobia one experienced paediatric nurse 
commented –  
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But having said that – as a nurse – I can see that, but as a parent I’m the exact opposite and 
if my kids have got a temperature I’m like “ Oh, the Panadol.  Got to give him some 
Panadol”. Though here at work I’d be more inclined to sit on it and watch them and explain 
to the parents why we’re not giving Panadol.  But then as a parent I’m the exact opposite so I 
can see where they’re coming from. So I mean there’s rules for one side of my life and there’s 
rules for the other. 
 
Ward influences  
The ward can have a significant influence on nurses’ fever management practices. One 
experienced paediatric nurse changed her practices to conform to current ward norms. She 
commented: 
 
But I must say in (hospital name suppressed) I used to work there, and it was exactly the 
same (using non-pharmacological measures before Panadol). When I came down here I went 
the other way (giving Panadol). Everyone was more into Panadol. I kind of swayed towards 
the way we do it here now. I probably, yeah, go with the Panadol above 38.5 now, probably 
because I’ve seen a bit more down here, yeah. 
 
When the ward is busy, antipyretics are administered for convenience to settle a child rather 
than non pharmacological/comforting measures. 
 
Also, because the whole hospital has been quite busy. I think, that if the child seems a little 
bit irritable and you don’t have the time to try other methods then Panadol is given more 
because you think “I’ll give them Panadol and see if that helps because I can’t do anything 
else at this time.” And then quickly go give them that and hopefully it settles them. It’s just a 
bit sad. 
 
Or, at medication rounds when it is convenient for the nurse to administer them.  
 
They might be obviously going to be having other medications, or, if they are awake or it’s a 
busy time in the shift and sometimes I think Panadol is given out more when it’s busier.  
People always seem to be wanting Panadol checks when you’re busy but when you’re not 
busy there’s not that demand.  All of a sudden you can spend time doing other things to settle 
the child. 
 
Influence of a history of febrile convulsions 
Fever management practices are frequently altered for children with a history of febrile 
convulsions. Some nurses administered Paracetamol whenever these children were febrile, 
preferring to keep their temperature down and sought parental advice to assist in reducing the 
child’s temperature. These nurses are concerned about febrile convulsions and the effect they 
have on parents. 
 
I think it’s just you don’t want them to have a convulsion. So that’s probably a bit of fear too 
and, like, just trying to avoid something that you can.  But, yeah, if they’re spiking that fast 
and that high sometimes Panadol won’t do it but yeah, yeah.  I don’t know if everyone feels 
like that but (I) tend to give them (children with a history of febrile convulsion) more Panadol 
than most kids. 
 
Others maintain the same fever management practices irrespective of a history of febrile 
convulsion. 
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Not for me.  I still use the 38.5 for me and if they’re still happy, and even with a history of 
febrile convulsions, if they’re happy then no, I still wouldn’t give that Panadol.  I would just 
keep a close eye on them. 
 
All nurses observe these children more frequently and take hourly temperatures when they 
are febrile. Parents of these children are perceived to be more stressed, increasing nurses’ 
likelihood of complying with antipyretic requests. Some nurses acknowledged there is no 
known specific behaviour prior to a febrile convulsion. Febrile convulsions occur suddenly 
and recurrent convulsions within an illness are more likely to have occurred prior to arrival in 
the ward. However, they still observed these children more closely in an attempt to prevent 
further febrile convulsions. 
 
Parental fever phobia 
Parental concern about fever varies; nurses reported that some parents take their child’s 
temperature half-hourly in hospital while others do not have a thermometer at home. Lack of 
knowledge about the febrile response was identified as the main reason for parental fever 
phobia. It was thought that parents with concerns about fever generally have a child who had 
had a febrile convulsion. Nurses felt this fear to be understandable. They also voiced concern 
about parents’ knowledge of the correct concentration and dosing of antipyretics and the risk 
of double dosing (Paracetamol and a cough/cold medication containing Paracetamol). 
Recently a few young children had been admitted to this hospital following Paracetamol 
overdoses caused by incorrect administration.  
 
Nurses’ fever phobia 
A number of nurses disagreed that nurses are phobic about fever. Others felt phobia too 
strong a word – concern was more appropriate. This concern depends on the individual 
nurse’s experience and is generally based on fear of febrile convulsions. Concerns about 
temperature height are more common in new nurses with no or little experience of febrile 
convulsions. These nurses are more likely to administer Paracetamol at lower temperatures.  
 
Only the new ones usually. They usually are – they are not used – Oh, he’s 37.3. That’s not 
febrile as far as I am concerned. 
 
However, some experienced nurses also expressed concern.  
 
I think it’s just you don’t want them to have a convulsion so that’s probably a bit of fear too 
and like just trying to avoid something that you can.  But, yeah, if they’re spiking that fast 
and that high sometimes Panadol won’t do it but yeah, yeah.  I don’t know if everyone feels 
like that but I tend to give them more Panadol than most kids. 
 
Seeking guidance  
This is a complex issue. Nurses need to follow the medical orders, collaborate with 
colleagues and satisfy the wishes of parents, who may demand antipyretics. Generally 
medical staff order antipyretics and nursing staff subsequently determine when to administer 
them.  
 
New nurses are more likely to seek guidance in fever management than experienced nurses. 
They examine the child’s chart for specific medical orders, then seek advice from colleagues, 
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particularly in relation to the need for an antipyretic and the best route of administration. 
Most nurses, however, do seek advice from the child’s parents to enable a comparison 
between the child’s current and normal behaviour and normal response to fever. Parents play 
a crucial role in the child’s management. When nurses discuss treatment options with parents 
they keep them informed, give them a perception of having some control over their child’s 
care and ensure their support of nursing practices.  
 
Antipyretic administering by time of day 
Nurses are reluctant to wake a sleeping child during the night if a febrile child is 
asymptomatic other than fever. Instead of administering an antipyretic they will observe the 
child and check their temperature more frequently.   
 
If the child were asleep and asymptomatic other than fever I would leave them alone and 
check their temperature regularly.  
 
Different practices for different times of the day are highlighted by the following interchange.  
Nurse 1: It depends on the child.  I mean, at nighttime, if it’s screaming, yeah, you’d be 
inclined to give it more often.  But I mean, if it is a child that the temperature isn’t bothering 
them too much but you’ve just been keeping an eye on them. It would be, day-time, you would 
be more likely to give it because if they’re asleep overnight even if they’ve got a fever, you’re 
not inclined to wake them up and give them Panadol because they’ve got a fever.  Obviously 
it’s not bugging them, because they’re asleep. So you’d be leaving it. Whereas if they were 
awake and you find that they’ve got a fever and it’s above the level where you feel you have 
to treat it, then you’d be treating it but if they reached that level and they were asleep - - 
 
Nurse 2: So, what, would your level go to then?  
 
 Nurse 1: Yes it does rise a little bit but, yeah, I mean, you just keep a closer eye on them 
and, you know you probably, being nighttime. I mean you’d probably want to pass them that 
few more times than you normally would and just make sure that, yeah, that they’re still 
going on okay, sort of thing. But, yeah, I don’t wake sleeping children. 
 
During the daytime nurses administer antipyretics more frequently. They are administered 
during the day for pain relief, including pre-procedural; encouragement to eat and drink, 
teething, irritability, increased irritability towards the end of the day (1600 hour dose) or the 
last dose of Paracetamol may have worn off and the child required more 
antipyretic/analgesic.  
 
In the evening an additional reason for antipyretic administration includes ‘settling children 
for the night’. At this time of day children may be irritable and/or this may waken or disturb 
other children or they might have a rising temperature. Parents frequently request a dose of 
Paracetamol for their child in the evening to ensure that their child settles. Then they, the 
child’s parents, can get some sleep. 
 
Increased antipyretic administration at 0800 and 1600 hours 
During a chart audit by the authors it was discovered that the rate of antipyretic 
administration followed the mean temperature excepting at 0800 and 1600 hours (Edwards et 
al. 2000). These times coincide with the first hour of nursing shifts and nurses were surprised 
at these findings. Upon hearing this, one experienced nurse commented:  
That sound’s terrible, doesn’t it?  
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Assessment 
At the beginning of a shift nurses introduce themselves to patients and their parents, they 
assess each patient, record their observations if due and determine the necessary nursing 
actions. During this assessment a nurse may decide the child is irritable and/or parents may 
ask for Paracetamol, eg., the child had an unsettled night, is febrile or it is nearly time for the 
evening meal. Paracetamol may be administered for any of these reasons.  
 
Convenience 
These are the times of day when most medications are administered. Most nurses suggested 
as they are getting other medications for the child, they might as well give them some 
Paracetamol. They have someone with them to check the medication and it saves having to 
come back later.  
 
There’s a lot of drugs at eight o’clock. Especially at eight in the morning, maybe everyone is 
giving drugs – a bit of Panadol while you’re in there.  You’ve got someone else checking. 
 
They might be obviously going to be having other medications – or if they are awake for it 
also it’s a busy time in the shift and sometimes I think Panadol is given out more when it’s 
busier.  People always seem to be wanting Panadol checks when you’re busy but when you’re 
not busy there’s not that demand.  All of a sudden you can spend time doing other things to 
settle the child. 
 
When children are receiving other medications parents frequently request for Paracetamol to 
be given at the same time.  
 
That’s when all their other drugs are given.  Sometimes when you do, that’s actually the case 
– when you go in to get medications that – they’re due – the parent will say “ Oh, well, could 
you give him Panadol as well while you’re there?” 
 
Individuality of practice 
A further thought was related to individuality of practice. Another nurse is taking over the 
child’s care and might have different fever management practices to the previous one. Or, the 
quality of care might have deteriorated toward the end of the morning shift and Paracetamol 
not administered. One nurse commented that: 
 
The early staff are usually quite over it by the afternoon. You know, don’t really care either 
way, and so then in the afternoon when it’s, you know, 3:30 pm (1530 hours), when you’re 
interested, you know, you’re looking at the child and the charts and making the decisions for 
yourself and this child is, you know, sick and miserable. 
 
Documenting rationale for antipyretic administration 
Another finding in the chart audit (Edwards et al. 2000) was the frequent absence of 
documented signs and symptoms of fever and/or rationale for antipyretic/analgesic 
administration. When this finding was reported to the focus group, nurses commented this 
information is generally passed by word of mouth during patient hand-over and only recorded 
if the child experienced temperatures or pain generally unassociated with their diagnosed 
illness. This practice is the result of accepted documenting practices, daily or incidental, 
currently in practice. Nurses often find it difficult to locate a chart during the shift as they are 
used by a number of other health professionals, eg., nurses, medical officers, 
 12 
physiotherapists, social workers, occupational therapists, dieticians and students in all these 
health and allied health professions.  
 
However, nurses acknowledged that it was important to record their rationale for the 
administration of a drug that has two actions and suggested a space on the medication sheet 
where an abbreviation for antipyretic/analgesic administration could be recorded. This would 
be easily accessible to them at the bedside and most nurses thought they would document 
their rationale for antipyretic/analgesic administration if it were easily accessible.  
 
If it is for something easy like when you’re actually next to the Panadol order when you sign 
your name, write in the time, you could put “P” for pain or “I” for irritable or something.   
 
Improving nurses’ fever management 
It was unanimously agreed that nurses are, or should be, interested in learning more about 
fever management, “it’s the main thing we deal with” and staying abreast with the latest 
research findings. Most agreed that nurses should attend the fever management education 
sessions to ensure consistent practice. They considered one-hour seminars or workshops 
combining information giving and discussions ideal. Self-paced packages were not favoured 
as the workday was too busy and they have other responsibilities when they are off duty.  
 
Ward-based workshops/seminars were recommended as the collegial environment 
encourages nurses to relax, promoting learning and discussion. Other suggestions included a 
video for those unable to attend the workshops/seminars and a handout, poster or booklet for 
wards to refresh nurses’ memory.  For new staff, educational fever management practices 
sheets need to be incorporated into the Ward Practices Orientation Booklet. This would 
ensure new staff learn the correct methods for managing fever and fever management 
practices would become and remain consistent.  
 
DISCUSSION 
Nurses report individualising children’s fever management based on a comprehensive clinical 
assessment. In their assessment most nurses included the following: medical diagnosis and 
history, medical orders, history of febrile convulsion, temperature recordings, nursing 
observations and the child’s current state of health. Following this nurses implement the non-
pharmacological and/or pharmacological interventions that they consider appropriate. 
Unfortunately, there were inconsistencies in the nursing actions implemented. Some nurses 
use non-pharmacological nursing actions first, eg., removing warm blankets and clothing and 
observed the child closely. Most administered an antipyretic if a febrile child was irritable, 
unwell, had a temperature above a level they felt an antipyretic should be administered (range 
37.5°C to 39.0°C), but were reluctant to wake febrile children at night. Others factors 
influencing their practices were a history of febrile convulsions, medical orders, parental 
demands for antipyretic administration, the time of day, ward busyness and medication 
rounds.  
 
Antipyretics lower the hypothalamic set-point and interfere with the body’s immunological 
response to disease (Lorin, 1994; Mackowiak & Plaisance, 1998). Most authorities on fever 
agree that only high fever, 40.0°C or higher, does not enhance the immune process and 
should be avoided in weak or debilitated patients (Kluger, 1986; Styrt & Sugerman, 1990; 
Holtzcalw, 1992; DeBuse, 1994). Temperatures below 39°C are generally regarded as mild 
fever (Holtzcalw). Nurses administering antipyretics for mild fever (37.5°C to 39.0°C), may 
be halting the body’s natural defences and prolonging the disease process (Stanley et al. 
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1975; Graham et al. 1990). Temperatures follow a circadian pattern falling early morning and 
rising late afternoon (Samples, 1985). This pattern was discovered in the mean temperatures 
of children hospitalised for a febrile illness who were receiving antipyretics (Edwards et al. 
2000). Therefore, temperatures of 37.5°C in the late afternoon might be reflecting circadian 
influences not fever (Samples).  
 
Factors influencing fever management practices 
There are many factors influencing nurses’ fever management practices. Nurses need to 
acknowledge the existence of these factors and their influences upon fever management 
practices. Through reflection and peer discussions nurses will be better placed to make 
informed decision about fever management, maintain consistent practices and educate parents 
about fever management and their fever management practices.  
 
People 
Medical officers occasionally order strict antipyretic administration for 24 hours and 
sometimes request antipyretics to be withheld to enable them to observe the fever pattern. 
The child’s temperament might prevent antipyretic administration, particularly if they are 
uncooperative and/or vomiting. Parents request and/or demand antipyretics for their febrile 
child placing nurses in a difficult position. Should nurses simply give in to parents or should 
they utilise this opportunity by calling on their fever management knowledge and 
communication skills and educate parents about the febrile response and its role in the disease 
process? Some nurses do the latter although it is more likely to occur with the parents of a 
child who has had a febrile convulsion.  
 
Many parents and nurses have concerns about febrile convulsions. Parents are afraid of them 
(van Stuijvenberg et al. 1999) and nurses’ try to prevent them (Thomas et al. 1994). Nurses 
reported observing these children more closely and most would administer antipyretics in an 
attempt to reduce the temperature thereby preventing further febrile convulsions. However, 
they were aware that a further febrile convulsion whilst in the ward was unlikely as febrile 
convulsions usually occur at the beginning of an illness and are often the first sign that the 
child is ill (Poth & Belfer, 1998). These nurses also felt there was no specific trigger or 
warning prior to a febrile convulsion, yet, they still observed them more closely. 
 
The time of day 
When wards are busy nurses seem to administer antipyretics more frequently. It takes less 
time than non-pharmacological interventions (eg., cuddling a child) and often settles an 
irritable/unhappy febrile child. Nurses also reported administering antipyretics when the child 
had other medications due, for convenience. It saves the necessity of finding another nurse to 
check the antipyretic if it is needed later. Are nurses so busy? Has there been so much 
rationalisation of staff that they need to resort to drugs to calm irritable/unhappy children so 
that they can perform their other more important nursing activities during busy periods?  
 
The authors, in the retrospective chart audit, discovered increased antipyretic administration 
at the beginning of the morning and afternoon shifts (Edwards et al. 2000). Nurses were 
shocked to hear this and attempted to explain it. At these times nurses perform a 
comprehensive assessment of their patients. Parents may request an antipyretic if the child 
has been unsettled. Are they more likely to do this to a new face? Has the previous nurse 
been remiss in nursing care? Do nurses find distressed, unhappy febrile patients in need of an 
antipyretic at the beginning of their shift, or is this evidence of differing fever management 
practices? Most medications are due at these times, could this be another time saving 
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mechanism utilised by busy nurses to settle children, quieten demanding parents or save 
nursing time later?  
 
In the evening, antipyretics are given to febrile irritable/unhappy children to settle them for 
the night, in case they have some pain, to prevent them disturbing other sleeping children and 
to enable their parents to get some sleep. During the night nursing practices change. At night 
nurses are reluctant to wake febrile, but otherwise asymptomatic, children to administer 
antipyretics. The temperature at which they consider antipyretics necessary rises and nurses 
observe febrile children more closely and record their temperature hourly rather than 
administer an antipyretic. If fever management practices can change at night when it is more 
difficult to observe the children and there are fewer nursing staff available, why then, is this 
practice not the norm? This is something we as nurses need to reflect upon and address.  
 
Limitations  
The study was undertaken at one major metropolitan paediatric teaching hospital, the sample 
was small and nurses self-selected to attend the discussions. If a ward was busy, nurses from 
that ward were unable to attend. Therefore the data may be biased. However, the results do 
reflect results from other studies, eg., fever phobia (Abdullah et al. 1987; Blumenthal, 2000), 
inconsistent practice (Thomas et al. 1994), and temperature range for administering 
antipyretics and fever definition (Abdullah et al.; Thomas et al.; Poirier et al. 1998). 
However, it could be argued that those nurses who did attend the focus group discussions 
were interested in fever management. Their practices might be more theoretically based than 
practices of those uninterested in this aspect of paediatric nursing, highlighting the 
importance of further research in this area. 
 
Recommendations for future practice, education and research 
Most hospitalised febrile children are younger than two years of age (Edwards et al. 2000) 
and unable to communicate their needs to the nurse caring for them. What is the best practice 
for the child? How do new nurses learn to manage fever in a paediatric setting? At present it 
is by observing inconsistency in practice between nurses and the influence of parents, 
children, ward busyness and time of day. We need to provide consistent fever management 
practices.  
 
Currently rationales for antipyretic administration were not necessarily documented in the 
child’s chart; they were more likely to be passed by word of mouth. Those who attended the 
focussed discussions acknowledged that fever management was an important paediatric 
nursing issue and that consistent practice was essential. They suggested rationales could be 
recorded in code beside antipyretic administration, on the medication chart, if a space were 
provided. Nurses need to be able to reflect upon their own fever management rationales and 
the rationales of their peers to enable consistent and continuous care. Only by documenting 
these rationales can this be achieved. 
 
Ward-based compulsory seminars or workshops were considered an ideal educational tool to 
improve fever management practices. Fever management is also an important issue for new 
nurses particularly those with concerns about febrile convulsions. One-third of those who 
attended the discussions had been employed in their current position for less than 1 year. 
Therefore, fever management must be included in new nurses’ orientation. When these 
procedures have been put into place then consistent fever management practices should be 
evident. Nurses who have reflected upon their fever management practices with improved 
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knowledge will be in an ideal position to educate the parents of the febrile children in their 
care, providing an ongoing improvement in the health of these children.  
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Table 1: Focus of questions 
1. Identify nurses’ practices and decision-making criteria regarding fever management 
in children hospitalised for a febrile medical illness 
♦ Nurses’ decision making criteria for treating fever in young children (less than two  
years of age) with a febrile illness  
♦ Nurses’ guidance seeking behaviours in fever management 
♦ Nurses’ use of non-pharmacological measures in fever management 
♦ Nurses’ awareness of parental fever phobia 
♦ Nurses’ awareness of nurses’ fever phobia and  
♦ The influence a history of febrile convulsions has on nurses’ decision making  
processes 
2. Explain differences in antipyretic administration by time of day 
♦ Rates of antipyretic administration at different times of the day  
3. Identify ways to improve fever management and recording of fever management 
Practices in children hospitalised for a febrile illness 
♦ Nurses’ perception of how to improve nurses’ documentation practices in fever  
Management and  
♦ Fever management practices 
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Table 2:  Identified themes 
1. Practices and decision making criteria in fever management 
♦ Individualised assessment 
♦ Nursing practices 
♦ Antipyretic administration  
♦ Non-pharmacological measures 
♦ Parent education 
2. Influencing factors 
♦ Parental influence 
♦ Medical influence 
♦ Influences of the individual child 
♦ Colleagues influence 
♦ Influence of experience – paediatric 
♦ Influence of experience – nurses as parents 
♦ Ward influence 
♦ Febrile convulsions  
♦ Parental fever phobia 
♦ Nurses’ fever phobia  
♦ Influence of guidance seeking behaviours  
3. Antipyretic administration by time of day 
♦ Increased administration at 0800 and 1600 hours 
♦ Assessment 
♦ Convenience 
♦ Individuality of practice 
4. Documenting rationale for antipyretic administration 
5. Improving nurses’ fever management 
 
